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Volume 54, Number 6 Brothers 1591despite a high proportion of emergent cases and extensive
aortic coverage.When anatomy allows, simultaneous endo-
vascular repair of both diseased aortic segments can be
considered as a viable alternative to staged or hybrid repair.
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“Double-headers are for baseball,” or so many of us were
repeatedly reminded during surgical training. Reports of perioper-
ative renal failure or permanent spinal cord deficits in up to one
third of patients have been supplanted with improved contempo-
rary results in many centers of excellence, presumably due to the
adoption of spinal cord drainage, selective intercostal arterial reim-
plantation, and judicious use of distal perfusion with partial cardio-
pulmonary bypass. Those of us who have experienced open re-
placement of multilevel aortic aneurismal disease prior to the
endovascular era will eagerly recognize the implications of the
accomplishments of Dr Kirkwood and her colleagues, even with
the limited number of patients reported. They are to be com-
mended for their excellent results, experiencing no mortality and
completely avoiding renal failure, myocardial infarction, or perma-
nent neurological deficit. With only eight patients in this report,
the authors do not directly claim superiority of their method
compared with open, hybrid, or staged multilevel repair, nor could
they. In addition, the vascular surgical fan is not given enoughour patients in whom asymptomatic disease was treated at multi-
le levels during the same procedure, one wonders whether staged
ndovascular repair might have been more prudent to limit the
mount of intravascular contrast used at one time or to minimize
he initial insult to spinal cord perfusion, in spite of the arguments
roposed by the authors. Nonetheless, the preliminary results that
he authors have provided are favorable, and if the nature and scope
f this scouting report can be looked at as intended simply to
nform us that simultaneous endovascular repair of thoracic and
bdominal aortic aneurismal disease is feasible without catastrophic
esults in each and every patient, then we should cheer. And, we
hould encourage these and authors from other like-minded cen-
ers of excellence to keep us informed of the outcomes from any
urther such combined interventions. Whether or not “. . . simul-
aneous TEVAR and EVAR can be considered as a viable alterna-
ive to staged or hybrid repair” remains to be proven. Hopefully,
hey will be able to provide an update soon, before the rest of us
eel compelled to believe that we will always sweep a TEVAR/
VAR double-header without recording a single error.
